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EDITORIAL 


On November 17 and 18, 1956, the Joint Council on Mental 
Health of the American Medical Association under the auspices of 
a special subcommittee held a conference on hypnosis in medicine 
with the purpose of framing an official statement and policy to be 
presented to the Board of Trustees of the American Medical As- 
sociation. The following members of the Society were invited to 
serve as consultants to this Committee: 


Bernard B. Raginsky (Medicine and Psychiatry) 
Roy M. Dorcus (Psychology ) 

Harold Rosen (Psychiatry ) 

Jerome M. Schneck (Psychiatry) 

Milton V. Kline (Psychology) 

Arthur Kuhner (Dentistry) 


Through discussion and prepared statements which were pre- 
sented during the two day session, members of the Society presented 
a comprehensive and detailed picture of the current status of scienti- 
fic hypnosis with respect to its application in medicine, psychology 
and dentistry and in relation to all of the behavioral sciences. 

The policies of the Society, particularly with respect to edu- 
cation and training as well as the maintenance of high professional 
standards were stressed throughout this Conference. 


This Ad Hoc Committee of the Council on Mental Health had 
prepared a statement which was read and discussed by the mem- 
bers of this conference and in general the Committee viewed posi- 
tively and favorably the incorporation of hypnosis and hypnotic 
techniques into the various areas and specialties of the medical 
sciences. The statement included a recommendation that training 
in hypnosis be under medical and dental auspices when members 
of those professions were involved in the training. It also en- 
couraged the undertaking and expansion of research into experi- 
mental as well as clinical areas of investigation. The statement of 
policy and attitude as represented in this preliminary report of the 
Council on Mental Health constitutes a reasonable and conservative 
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Editorial 


recognition of hypnosis as an area of scientific activity which is both 


With the increasing recognition of the meaningfulness of hyp- 
nosis in the behavioral sciences, it is likely that other scientific and 
professional groups will be reviewing the status of hypnosis as it may 


proper and pertinent in the study and application of medicine and : 
its allied sciences. : 


relate to their own disciplines and scientific problems. The Society | 
in its role as a scientific organization can continue to serve an ex- | 
tremely important function in being able to present a mature and | 
judicious concept of hypnosis to those professional workers and | 


societies who in the coming years will be reassessing and re-evaluat- 


ing its role in relation to their own disciplines. For this reason more | 


than ever before the Society’s responsibility for setting professional 


standards of competence, for determining objective standards of | 
training, for the continual evolvement of objectives and values con- | 
sistent with the most effective utilization of hypnosis becomes our | 


primary goal. The current enthusiasm for incorporating hypnotic 
methods and techniques into the healing arts will be lasting and of | 
value only as hypnosis is perceived as a component of the psychology 
of human behavior. To maintain this perspective and concept is the | 
primary responsibility of this Society. 








MEMBERSHIP NEWS 


| 
| 


Dr. Harold Rosen has been appointed Visiting Professor of Psy- ; 
chiatry at the University of Arkansas, School of Medicine. Dr. | 
Rosen’s appointment will include the direction and supervision of | 
research on hypnotic levels in the area of psychophysiology. This | 
is an intensive and broad research project and a number of studies | 


pertinent to basic formulations in psychiatry, psychology and physi- | 
ology may be anticipated. 
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THE MANAGEMENT IN ANALYTIC HYPNOTHERAPY 
OF THE PSYCHODYNAMIC REACTION 
TO THE INDUCTION OF HYPNOSIS' 


Bernard Stillerman, M.D. 
Postgraduate Center for Psychotherapy 
New York, N. Y. 


Every person comes to psychotherapy, to hypnotherapy, with 
his own particular character structure, his expectations from the 
environmeut, his self evaluation, his conflicts, and his unconscious 
impulses and trends. In addition, he carries with him his own pecul- 
iar attitudes, feelings, inner wishes, demands, hopes and expecta- 
tions, fears and anxieties and his own beliefs about hypnosis. Thus, 
there may be:(1) strivings for dependency, submissiveness (passiv- 
ity), expiation (masochism), aggression (sadism), dominance, with- 
drawal (detachment), grandiosity, perfectionalism, and power;(2) 
catastrophic expectations of abandonment, injury, and annihilation, 
condemnation and disapproval, humiliation, enslavement, loss of 
love and utter deprivation;(3) feelings of helplessness, loss of self 
esteem, worthlessness and guilt, inability to give love and affection, 
loss of strength and capability;(4) destructive, hostile, defying, de- 
preciating, or sexual and seductive thoughts, desires and impulses. 


In hypnotherapy as in non-hypnotic therapy, the patient reacts 
to the therapeutic situation in a manner which reflects his own basic 
problems. In contrast however, to non-hypnotic therapy, these re- 
actions are frequently brought out in the first few trances, often the 
first one, quickly and strikingly. Hypnosis acts as a catalyst and the 
full range of the patient’s feelings, emotions, and thinking is fre- 
quently crystallized. Hypnosis often brings them out in strong focus. 
Oftentimes in the first or second session the patient’s core problems 
are touched upon and in this respect it is like the first dream the 
patient presents in analytic therapy. Repressed anxieties, attitudes 
and impulses come to the surface in hypnosis in direct or disguised 
forms, or conscious ones may be verbalized. 


‘Read in part before the Workshop in Hypnosis, sponsored by The Institute for Re- 
search in Hypnosis and The Graduate School of Long Island University, on October 
24, 1956. 


3 







































The Management in Analytic Hypnotherapy of the Psychodynamic Reaction 
to the Induction of Hypnosis 


The patient however, may not be aware of the full significance 
of his reactions to these first hypnotic sessions. But it may cause him 
to become upset and/or create some negative feelings towards the 
therapy, since he now regards therapy and the therapist as a threat 


to his system of defensesj These, of course, are his sole means of | 
supporting his self esteern and security and, therefore, he resists | 


any infringement or change and tenaciously holds onto his present 
patterns. In order to diminish resistances to progress the patient 
must be made cognizant on a level he can accept and absorb, the 
meaning of these reactions. In an analytic type of psychotherapy it 
is essential to work constantly with these resistances as they occur 
before the patient attempts to repress them. By so doing he becomes 
more amenable to change. 


Therefore, in analytic hypnotherapy, particularly in the first 
few sessions, steps must be taken in order to elicit and understand 
precisely the patient’s reaction to the therapeutic situation. What are 
his anxieties? How is he defending himself? What are his reactions 
to the hypnotherapist? Why and how is he resisting change and 
progress?A proper evaluation and handling particularly of these 
first crucial sessions is essential to successful treatment. It may 
follow somewhat along the following lines:(1) Question him before 
the first trance regarding his reactions to observing or experiencing 
hypnosis. How does he feel about being hypnotized now?(2) Observe 
the patient’s physical and emotional reactions in the trance—any 
restlessness, jerky movements, moans or groans, sweating, crying, 
laughing, anger, etc. If any such reactions occur, ask him how he 
feels, what he is thinking about.(3) Immediately following the first 
trance, discuss with him his reactions to the trance (emotional re- 
actions, thoughts, feelings, flashes, associations, fantasies or 
dreams): (a) as he went into the trance, (b) while in the trance, 
(c) coming out of the trance.(4) At the second hypnotic session, 
before induction, question him again regarding his reaction to the 
previous session. Also, inquire particularly about any dreams which 
occurred subsequent to the first hypnotic session.(5) In general and 
at all times, note his verbal and non-verbal productions and the 
dreams he spontaneously presents. 
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The Management in Analytic Hypnotherapy of the Psychodynamic Reaction 
to the Induction of Hypnosis 


Examples of these reactions are illustrated in the following 
excerpts from sessions. 


Case 1. This patient, a 43 year old passive submissive and 
dependent married male came into treatment complaining among 
other symptoms of many anxieties and phobias. He had an inordi- 
nate fear of disease and death. The first two attempts at induction 
were difficult although he was hypnotized. Discussions revealed little 
except that, “I was a little afraid.” During the third session prior 
to induction he remarked that he had been extremely nervous coming 
down for the last two sessions. He said that he had been very upset 
in the subway. He stated that though he was not ordinarily a good 
sleeper he had hardly slept during the nights prior to the sessions. 
We discussed this. He associated sleep to sickness and then added, 
“When you are sick you can die.” In discussing this further he re- 
marked that when sleep was suggested in the induction process 
the following thoughts went through his mind: sleep» illness death. 
This, of course, increased his anxiety and he resisted the hypnotic 
suggestion to go into a trance. 


Case 2. In the first hypnotic session following induction by the 
Hand Levitation method, this patient was asked to sleep for five 
minutes and informed that I would then talk to him again. He became 
quite restless as he lay there in the trance. He was asked how he 
felt, what was running through his mind. He replied, “He thinks 
I’m doing it (levitation). P’ll accommodate him. . . . I was giving 
you an argument mentally. . . . I was constantly afraid I wasn’t 
doing the right thing. . . . | was having a conflict in my mind about 
following instructions. . . . 1 wondered about the five minute interval 
and thought that the reason for it was that you had to go to the bath- 
room. Maybe you waited to see how long I could stay in hypnosis. 
I wondered if you found it boring. . . . I’m afraid I ask too many 
questions. . . . I felt insecure. I was wondering whether I was doing 
the right thing. That made me insecure. I felt cold and unsafe and 
there was a desire to let go like a baby, thrashing around with 
exuberance without any thought of what would happen and with 
nothing happening that would hurt me. It was also like I was in a 
padded cell where nothing could hurt me. . . . There was also a fleet- 
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The Management in Analytic Hypnotherapy of the Psychodynamic Reaction § 


to the Induction of Hypnosis 


ing moment of resentment against hypnosis. The idea of being sub- 
jected! The predominant feeling was whether I was doing the right 
thing.” 
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Case 3. A 25 year old married female who had been in therapy | 


with me for a few months requested hypnotherapy to help her over | 


a difficult period. Following the first trance she remarked, “I felt 
you wanted to do this hypnosis on me (i.e., it was the therapist’s 
plan), even though I suggested it to you. I thought you were rubbing 
your hands in glee like a witch using some secret potion and that 
it was like you wanted to dominate me and that you’d enjoy it. I felt 
you wanted to control me and that I would be like a helpless little 
girl and that you were suggesting some sex act... . I felt you were 


dissatisfied with my progress and you thought I wasn’t applying 
myself.” 


Case 4. This patient was a 35 year old single male. He was 
ingratiating and tried to be pleasant and friendly but there appeared 
to be much controlled hostility. His remarks were frequently spiced 
with humorously disguised derogatory comments. He stated in the 
initial interview that he always tried to please people, that he was 
quick to expect rejection, that he devaluated himself despite his 
many accomplishments and that he apparently offended people who 
then took a dislike to him. At the second hypnotic session he smil- 
ingly reported that following the first induction defiant and depre- 
ciating thoughts towards me popped into his mind as he left the office. 
He insisted too often that he had not been hypnotized although he 
obviously had been. 


Case 5. A 40 year old aggressive ambitious and power driven 
male who had been in treatment with me for about six months, re- 
quested hypnotherapy especially for his problem of impotence. He 
said that he wanted to get to the real root of his problem quickly, 
although it was obvious that his resistance to this was great. He was 
a person who in treatment dealt with superficialities and it was often 
difficult to get him to discuss meaningful things. After the first trance 
he reported a dream. “It was something about a mouse and the 
mouse was caught in a spotlight. He stood blinded by the light and 
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The Management in Analytic Hypnotherapy of the Psychodynamic Reaction 
to the Induction of Hypnosis 


ran off.” The patient was quiet upset, anxious and hostile and talked 
about this “hypnosis junk.” At the next session he reported another 
dream. “I am driving a vehicle standing on the roof of it. . . . The 
wind is nasty... . I have three passengers, my Father, my sister and 
her husband. I realize I have no control over the brakes but I can 
steer the car. . . .” His interpretation of these dreams was that he 
was generally in a precarious position, particularly regarding his 
job. He stated that because of a business meeting he would have to 
cancel the next session. 


Case 6. This patient, a single 32 year old virgin female, had 
been in treatment with me for some time. She was often anxious in 
interpersonal relationships and had catastrophic fears regarding 
men and sex. Hypnotherapy was tried. After the third hypnotic 
session she stated that she wanted to stop hypnosis. She presented a 
dream which she interpreted as dealing with her anxieties with 
people, her father, authoritative persons and sex—of which she was 
quite well aware. She added however, that in the past few months 
sexual desires were being awakened and that she feared she would 
lose control of herself. She said that she felt that the purpose of 
therapy, and now particularly hypnosis, was to plunge her indis- 
criminately into relationships and sex and that this terrified her. 


Case 7. This patient was a 30 year old married male. He was 
extremely repressed. He could recall almost nothing of his early 
life. He was completely unaware of his mode of behavior and his 
actions and often would be told, much to his surprise, of some of 
the things he had done or said. This had caused many problems and 
dificulties with his wife and on his job. He had previously been in 
non-hypnotic therapy. Induction was extremely difficult. After much 
persistance with various methods and much apparently fruitless 
questioning he finally went into a trance. In the post trance discussion 
he said, “Was I fighting this? I felt I was spinning counter-clockwise. 
... | wasn’t cooperating. My body felt light and wanted to fly away. 
I felt like I was resisting everything—my wife, the analyst and now 
hypnosis. Why can’t I remember anything about my mother? (she 
died when he was 14 years old) . . . I was worried about not 
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coming out of the trance. All my life I had a fear of dying and 
dying violently.” 


How do we handle these reactions? In analytic therapy we do 
not aim at dispelling all of the patient’s anxiety since a certain 
degree of anxiety is necessary in order to make progress. We do not 
give unnecessary reassurance. On the other hand, if there is too 
great an upsurge of anxiety as can happen in hypnotherapy, the 
patient may become extremely resistive or even leave therapy. Re- 
moval of resistances also helps to deepen subsequent trances and 
deep trances are required for a number of hypnoanalytic techniques. 


In order to maintain a working relationship with the patient 
and make for movement any or all of the following may be done:(1) 
Dispel his false notions about hypnosis. Inform him that: (a) He 
can think, feel and criticize in a trance just as the waking state. In 
fact this is what you want him to do and that he wiil not be uncon- 
scious or knocked out. (b) He does not have to follow suggestions 
blindly but that he can accept or reject them as he sees fit. In any 
case, whatever suggestions he may follow it will not change his 
convictions and inner wishes and desires unless he himself wants to 
change them. (c) Hypnosis is a scientific phenomenon and that it 
is not possible unless a person participates in it. Therefore he would 
not do anything that would be harmful to himself. (d) Hypnotherapy 
is a cooperative undertaking and that there is no desire for him to 
lose control. In fact the aim is to increase his control and to make 
him more active, and have him participate in the sessions. The way 
we want to use hypnotherapy is not to create a sense of passivity 
and compliance in him but rather to have him participate with you 
and to cooperate with you to achieve certain changes in him.(2) Dis- 
cuss and/or interpret his reactions and his dreams as indications 
of his neurotic problems and as indications of his emotional attitudes 
towards the therapist.(3) Ask him to report any ideas, feelings, 
impulses, no matter how insignificant or ridiculous they may seem. 
Tell him that if he has a reluctance to talk, to mention this. Ask him 
to inform you of any tension in his muscles or if he experiences any 
fear, happiness, excitement or resentment. Inform him that he should 
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The Management in Analytic Hypnotherapy of the Psychodynamic Reaction 
to the Induction of Hypnosis 


report too, his feelings, thoughts, and fantasies about you and also 
to bring in his dreams.(4) Ask him how he feels about solving 
problems, how he really feels about overcoming them and how much 
he feels he wants to cooperate in a treatment plan. The subject of 
the secondary gains which neurotics derive from their illness can 
be mentioned. Does he feel that he too may derive some gain, satis- 
faction, comfort or value from his illness?(5) Tell him that if there 
are desires to resist suggestions there are reasons for this and that 
you will try to help him understand them.(6) In certain cases in 
which the reactions to hypnosis are too upsetting, it may be best to 
suspend further hynosis until some of the anxiety can be allayed 
or the resistance worked through. 


A procedure such as outlined above can be of therapeutic value. 


ev 


| The degree of this of course varies from patient to patient. In 
/ general, one can’t expect too much therapeutically in the first few 


sessions. In some patients, however, the therapeutic response may 
be immediately perceptible. True, it may not result in great changes 


| symptomatically or characterologically, but it does something thera- 


peutically for the patient. These patients appear to make good use 
of their hypnotic and post hypnotic experiences and discussions and 
the therapeutic ball really starts rolling. Unfortunately, at the other 
extreme the therapeutic response is negligible. With still others, al- 
though the therapeutic response is not immediate, something has 
caught hold and longer range benefits may result. A trend, a pattern 
or a particular anxiety on which no one can focus may be isolated 
and identified. It should be noted too, that many patients who seek 


| hypnotherapy do not have an adequate or proper motivation for 


analytic work. These patients may discontinue treatment even with 
judicious handling if their symptoms or problems are not dissolved 
quickly or immediately. 


With Case 1., the patient who feared he would die in the trance, 
a discussion led to the recollection of his father’s death many years 
ago. This occurred shortly before the acute onset of his illness. The 
patient stated that since then he had been worried that he would 
die in his sleep from cancer as did his father. Through the intense 
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and immediate emotional experience of hypnosis he became aware 
of the irrational nature of his thinking. As he talked more about this 
he felt some measure of relief. Though it did not change to any 
significant degree his very involved problems and symptoms, his 
sleep improved. It reduced much of his anxiety regarding hypnosis 
and thereafter he went into a trance more easily and more deeply. 


The patient in Case 2. discussed aiter the trance, his inordinate 
concern about “doing the right thing” on his job, with his wife, and 
about life in general. He spoke about his need to be subservient and 
his resentment when he behaved in this manner. He wondered why 


he felt it necessary to please me. In subsequent sessions he focused 
on these problems. 


The patient in Case 3. who felt that I wanted to dominate and 
control him responded in the post trance discussions to his trance 
reactions first with surprise and laughter and then with intense 
seriousness he asked himself the question, “Why should he (thera- 
pist) want to do this?” He wanted to know whether he reacted this 
way with other people as well. He began to think about this. 


Case 4. illustrates an unsuccessful attempt to diminish a pa- 
tient’s resistances and fears regarding hypnosis. In the course of 
induction during the second and third hypnotic sessions this patient 
abruptly gave up and said that hypnosis was unsuccessful. Question- 
ing and discussions were of little avail and therapy was continued 
thereafter in the conventional manner. During these sessions an at- 
tempt was made to make therapeutic use of his reactions to hypnosis. 


In case 5. the patient with impotence, it was necessary to deal 
with his anxiety on a sexual level. This led to a discussion of his 
fears about sex, women, his incestuous desires for his sister and the 
fear of retribution from his father. Though he had previously denied 
any such thoughts and feelings he was now able superficially to 
connect them with his impotence. This was a start. 


Hypnotherapy was suspended with the patient in Case 6. She 
had become too upset. The sessions were continued in the waking 
state. She was able to deal with her desires and impulses, though 
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still frightening to her, in a more realistic and effective way. She 
now realized too that she actually had full control over her sexual 
impulses. 


Case 7. illustrates the beginning of a dissolution of resistances, 
the patient’s attempt at understanding his resistances and the first 
real step in making progress. It was surprising how this and sub- 
sequent hypnotic sessions led to discussions on how he really felt 


about himself, his wife, and his mother, whom he had felt abandoned 
him when she died. 


What has been said about these first few sessions applies 
equally well to subsequent sessions—in fact all throughout therapy. 


1] 







































THE USE OF HYPNOSIS AS A SUBSTITUTE 
FOR PHARMACOLOGICAL AGENTS' 
Roy M. Dorcus 
Department of Psychology 


University of California 
Los Angeles by 


The use of hypnosis as a substitute for pharmacological agents © 
covers a very wide spectrum. Within the time limits available only a 
bare outline of the possibilities can be presented. Designation of | 
areas and of some of the sub-areas involved furnishes a point of 7 
departure. It might be possible to follow a pharmacological classi- 
fication, but this would only be practical in a limited way. It is more 
feasible to use some other classification, since many pharmacological 
agents affect more than one aspect of the central nervous system’s 
functioning. The breakdown proposed is as follows: 


Soporific agents 
Hypnotic agents 5 
Anesthetic and analgesic agents 
Tranquilizing agents 

Glandular agents 


Ras gene 


pa 


Agents for allergy control 


bide cate 
eT, 


Agents producing hallucinatory experiences 





There is much overlapping in the classification proposed, since 
similar pharmacological agents may produce one or more of the 
effects previously mentioned or may be used as an agent for control 
of more than one psychological function. We are primarily con- 
cerned, however, with the relationships of these agents to hypnosis, 
hence the classification is directed toward those factors in which 
hypnosis has been found to exert considerable influence. 





In the first category I am referring to the production of sleep 
by hypnosis. Whether a natural sleep is ever attained through hyp- 
nosis is difficult to determine, because there are only inadequate 
measures of sleep—such as threshold limens; circulatory, respira- 








tRead in part before the Workshop in Clinical and Experimental Hypnosis, sponsored 
by The Institute for Research in Hypnosis and Long Island University, at the New 
York Academy of Science, October, 1956. 
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The use of Hypnosis as a Substitute for Pharmacological Agents 


tory, and cardiac changes; and muscle and nerve potential changes. 
Many drugs are accompanied by similar changes and allow sleep. 
We are all familiar with such agents as chlorals, barbiturates, mor- 
phine, and alcohol in producing sleep and psychological change. 


Similarly the literature is replete with instances of the control of 
insomnia by hypnosis. 


However, hypnotic sleep is not like sleep produced by drugs. 
All of the physiological measures of sleep hypnotically induced show 
a difference between natural sleep and sleep induced by drugs. This 
is especially true of brain wave patterns. While the manner in which 
the drugs operate is fairly well known, very little is known concern- 
ing the neuro-physiology of hypnosis. Our only theorizing is related 
to Pavloff’s theory of sleep as an inhibition of the control areas 


brought about by conditioning techniques. Even this theory is open 
to major criticism. 


Hypnotic agents such as sodium pentathal, sodium amytal, or 
scopolamine, when administered in appropriate amount, seem to 
operate on that portion of the brain that relaxes inhibition. The same 
may be thought to be true of hypnosis. However, little is known 
about how hypnotism operates neurologically. Since repressed con- 
flicts can be uncovered by both techniques, we assume that both 
drugs and hypnosis work in a similar manner. This may or may not 
be true. In the case of hypnosis the attitude of the subject may be 
the controlling factor and hence bears little relation to the manner 
in which the drugs operate. There is some evidence for this point of 
view. Some individuals who cannot successfully abreact under drugs 
will abreact successfully under hypnosis and vice versa. Unfortu- 
nately, we cannot predict the individuals who will respond favorably 
to a particular method. The end results seem to be somewhat similar, 
but the modus operandi is probably quite different. 


Anesthesia, whether central or local, interferes with the trans- 
mission of sensory impulses. For our discussion it makes little dif- 
ference whether we are dealing with such agents as chloroform, 
nitrous oxide, procaine or novocaine. We know that surgery of about 
every type can be performed successfuly under hypnosis, and that 
intractable local pain may be successfully suppressed. Raginsky has 
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shown that the amount of anesthetic agent can be remarkably reduced 
in conjunction with hypnosis. Esdaille and many others have per- 
formed very painful surgical operations without evidence of pain. 
The pain of childbirth, phantom limb pain, trigeminal neuralgia, 
pain of systoscopic examination and pain with terminal carcinoma 
have been successfully controlled by hypnosis. The question that 


See nae 


Se ac ae a 


arises is whether the mechanism of control is the same with anes: | 


thetic and analgesic agents as with hypnosis. There is some evidence © 


that there is a difference. Recordings of muscle potentials indicate 
that under hypnosis muscle and nerve potentials do occur, whereas 
with a novocaine block, muscle and nerve potentials do not arise 


Si SBN Te 


when painful stimulation takes place. Reports of hypnotized sub- 7 


jects indicate that perception of sensation does occur, but that the | 
sensations do not arouse the feelings associated with pain. The de- | 


scriptions of hypnotic subjects are quite similar to those given by 


patients on whom lobotomies have been performed for the control 7 
of pain. These individuals state that they perceive pain but that it | 


ben att ait 





does not bother them. While hypnosis and anesthetic agents produce | 


inactivity to painful stimuli, the neurological processes by which 


Tepe = 


this is controlled in the case of hypnosis is certainly not understood. | 


There is a very fertile field for investigation in this area. 


The tranquilizing drugs, such as thorazine, franquil, and ser- 
pesil are designed primarily to produce effects on the sympathetic 
nervous system and to control emotional response. Many physio- 


AST Te ETI 


logical activities, such as cardiac activity, blood pressure changes, | 


respiratory activity, peristolsis, sweating, stomach secretions, as well | 


as mood changes, can be modified by these pharmacological agents. 
Similarly, practically all of these functions can be modified by hyp- 
nosis. When we ask how does hypnosis bring about these changes, 
we are confronted with uncertainty. In attempting to explain the 
manner in which hypnosis controls these activities, recourse is had 
to the concept of relaxation or tension or the concept of reinstating 
previous experiences in which such activities have occurred. These 
concepts require explanation if they are to be employed as explana- 
tions. Even if such explanations were satisfactory, there is some evi- 
dence that the functions mentioned can be controlled without such 


interventions. Direct suggestions of blood seepage, heart rate, sweat 7 
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The use of Hypnosis as a Substitute for Pharmacological Agents 


ing, etc., may modify these activities. How are such verbalizations 
translated into sympathetic nervous system activity? Actually the 
neurological involvements in hypnosis are not understood, while evi- 
dence continues to mount concerning the effective loci of the phar- 
macological agents. 


The endocrine glands, such as the pituitary, adrenals, thyroid, 
and the sex glands contribute to the well-being of the organism. The 
means by which these glands exert their influence is fairly well 
understood. They affect blood pressure, gastro-intestinal secretions, 
glucose tolerance, temperature changes, the menstrual cycle in the 
female, lactation, and conception: to mention only a few of the 
physiological functions under their control. Nearly all of these 
functions can also be modified by psychological factors and have 
in part been controlled by hypnosis. If we again raise the question 
as to how hypnosis works, we cannot give a satisfactory answer. 
Nevertheless, hypnosis has been demonstrated to be effective in 
regulating the glandular output, even when other methods have 
proved ineffective. Certainly investigation of this whole area needs 
to be undertaken if we are to understand when hypnosis may be 
substituted for glandular therapy. 


Another possible area in which hypnosis may be substituted 
for pharmacological agents is in the control of allergies. For ex-. 
ample, swelling of mucous membranes may be controlled by anti- 
histamines. Disorders of this type will also respond in some instances 
to hypnotic treatment. Some dermatologists believe that many 
types of skin disorders occur because of allergic sensitivity. Attempts 
to treat these disorders usually involve the use of sulfa drugs, 
ACTH, or cortizone. Some of the disorders that do not respond to 
these agents, do respond to hypnotic treatment, although the pre- 
cise means by which control is established is not known. In view 
of the possible psychological components in all allergies, there 
seems to be little doubt that successful control of some allergic 
conditions can be established by means of hypnosis. 


Recent investigations of drugs for the production of temporary 
psychosis offers a fertile field for the exploration of hypnosis as a 
substitute. The use of lysergic acid and peyote to bring about trans- 
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itory disturbance of association in order to discover possible bio- 
chemical changes that might produce psychosis is very intriguing. 
We have overlooked the earlier work of Luria on hypnosis in 
producing altered personality states. Could it not be possible through 
hypnotic means to bring about these altered psychological states and 
study any altered biochemical changes that arise? Certainly the 
theory that hypnosis might precipitate a psychosis in a predisposed 
individual offers potentials in this area of research. 


I have tried to show that in a wide variety of situations hypnosis 
may produce results similar to those brought about by pharma- 
cological agents. I have only scratched the surface because of time 
limitation. Unfortunately, we do not know how the neurological 
changes brought about by various pharmacological agents compare 
with the neurological change under hypnosis. The inference is that 
there is marked similarity. There is evidence that in some instances, 
at least, the action may be quite different. My chief interest is in 


arousing research that may help to answer some of the many un- § 
answered questions and not to substitute the wholesale use of § 


hypnosis for pharmacological agents. 
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HISTORICAL ASPECTS OF SCIENTIFIC HYPNOSIS' 
Jacob H. Conn, M.D.2 


Primitive Man did not think of the world as an object which 
could be represented symbolically. He experienced it as a oneness, a 
unitary world. It was ego-less and timeless in which a part could 
equal the whole and one part could be exchanged for any other. In 
this kind of world magic meant the power to make, and thought 
became omnipotent. To ward off an animal, one disguised oneself as 
the animal. The hunter could draw a picture of a deer in the sand 
and silently wait until the first ray of the rising sun had struck the 
drawing. The arrow of the sun was thought of as being the real 
killer; all which followed was pre-destined since the deer was con- 
sidered as already having been slain. It was as if the rehearsal had 
become the real performance. It was this type of magical thinking 


which became an inherent part of hypnotic behavior in which— 
“thinking makes it so”. 


Therapeutic suggestion under a variety of names has been 
known from the beginning of recorded history. The cave dwellers 
drew pictures on their walls demonstrating how magic, religion and 
medicine were one and the same in these earliest times. Primitive 
medicine had used suggestive therapeutics to evolve effective cures 
for spirit intrusion, soul loss, object intrusion, and the violation of 
taboo. 


From time immemorial, Persian Magi and Indian Yogi had pro- 
duced self-induced trances by staring at precious stones and other 
shiny objects. The earliest medical records contain accounts of the 
miraculous cures by the gods, who gave advice in a dream or healed 
while the patient was asleep in the temples dedicated to them. In- 
cubation or temple sleep was common practice in Egypt and Greece. 


The curative effect of the laying on of hands already was known 
in biblical times, and was practiced in the temples of Isis and Epi- 


‘Presented at the Workshop in Clinical and Experimental Hypnosis. Sponsored by The 
Institute for Research in Hypnosis and Long Island University at the New York 
Academy of Science, October 27, 1956. 


2Assistant Professor of Psychiatry, The Johns Hopkins University School of Medicine. 
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dauros. The Romans called the index finger, Medicus, and the Greek, 
Heracles, patron of the health giving springs, was known as Dactylus, 


In the middle ages, Kings and Emperors healed by laying on the F 


hands (The Royal Touch) until William III (1760-1820) dis- 


couraged it by saying, “May God give you better health and more 


common sense!” 


Franz Anton Mesmer (1734-1815) was a learned man who had § 


been a student of music, theology, philosophy, physics, mathematics 
and jurisprudence before he entered the Medical School of the Uni- 


versity of Vienna. He was graduated in 1766 at the age of 32, and 


to prove that he was as practical as he was learned, Mesmer married 


a wealthy widow, ten years older than himself, tried to be a good § 
father to her twenty-year old son, and settled down to a dull, married F 


life. It was the era of theorists and system makers. The best scientific 
work was done in chemistry and physics by Cavendish, Priestly, 
Lavoisier, Galvani and Volta. 


Mesmer was a tall, impressive, ponderous fellow, a slow think- 
er, who, when he once got hold of an idea, would not let it go. His 


teachers, Girard Van Swieten and de Haen were Dutchmen, students FF 


of the great Hermann Boerhave. They had been invited by Maria 
Theresa, Queen of Austria, to organize a clinic on the famous 


Leyden model. Mesmer’s graduation thesis (1766)—De Planetarium f 


Influxa, was not taken too seriously. It described the influence of 


the planets on the human body, and included a mixture of the new | 


physics of Benjamin Franklin and the metaphysics of Paracelsus 
(1493-1541). A contemporary of Vesalius, Paracelsus was a con 


tentious rebel, who had denied the superiority of Galen and Avi- § 


cenna, and like Paré, taught that “in wounds, nature is the real 
physician.” He also stated that from the stars, and other bodies, 


especially magnets, emanated a “fluidum” which influenced the J 


human body. Mesmer “borrowed” this idea as well as the concepts 


of Richard Meade from De Imperio Solisae Lunae in Corpora Hu- [ 


mania (1704) and ingeniously combined it with three other tradi- 
tional healing components. 


Mesmer unwittingly had brought together the healing touch, 
the beneficial effects of the temple sleep and the induced trance state 
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and had combined them into a new healing art in terms of the cur- 
rent, scientific magnetic theories of the time. 


Mesmer lived in an age in which witches were still being burned. 
(The last “witch” was burned in 1782). Witches and wizards had 
been as real to the doctors of the 15th and 16th centuries as the 
blood corpuscle is to us today. Devils were believed to exist by 
everyone who lived in the 16th century. Every mental disturbance 
was due to devils inside the body who caused the pains and the 
convulsions, or devils outside, who were the cause of the halluci- 
natory voices. The greatest medical mind of that time, Johann Weyer 
(1515-1588) could only deny that being inhabited by a devil was 
not a crime, but only a misfortune. When Paré, the leading surgeon 
of his time, saw a magician performing tricks in the court of King 
Charles IX, he whispered in the King’s ear, “Thou shalt not suffer a 
witch to live!” Paré believed that devils could assume any shape, 
enter the body, or “put nails and other subjects into the stomachs 
of bewitched (psychotic) individuals.” 


The greatest exorcist of his day, and a contemporary of Mes- 
mer, was Father Gassner (1762). He “cured” multitudes of be- 
witched persons by exorcising the devil. Mesmer insisted that Father 
Gassner’s exorcisms were superstitions, whereas his Animal Mag- 
netism was a physiological reality without ever becoming aware, 
that he also was using, what was later to be recognized as suggestion. 


Mesmer began by using magnets, but by 1775 he had concluded 
that whatever he touched became “magnetic” and that he, himself, 
was the source of Animal Magnetism. He had begun to realize that 
the patient must cooperate and want to get well. That is, there must 
be a “rapport” between the patient and his physician. This became 
the foundation stone for modern psychiatry. Mesmer’s clinical ex- 
periments were severely criticized by the leaders of the medical 
profession as being pure quackery, and in 1778 Mesmer left Vienna 
for Paris. 


It was the hectic period before the revolution (the fall of the 
Bastille was in 1789). The great Voltaire and Diderot were still 
alive. Religion was out of fashion, but superstition flourished. The 
French Academy of Medicine, like that,of Vienna, at first was skep- 
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tical, and then openly hostile. But the times were favorable to Mes- 
mer’s theories. A veritable stream of silver poured into his pockets, 
It became the height of fashion to visit Mesmer and to experience 
the effects of ‘magnetism’. As the patients multiplied, Mesmer was 
compelled to devise a method of group treatment . . . the Baquet . . . 
which permitted a number of persons to sit around a large tub filled 
with ‘magnetized’ iron filings, broken glass and water from which 
protruded iron bars. When Mesmer, dressed in flowing robes, would 
touch each subject with his wand, their hands would soon drop from 
the iron bar and they would develop a somnambulistic “crisis” or 
convulsion. Mesmer was convinced that the “crisis” was necessary 
for healing. It was as if Freud would have stopped his investigations 
at the early phase of his studies of hysteria when he believed that 
“abreaction” (the emotional upheaval associated with the recovery 
of past traumatic events) was the only cure. 


The French Academy finally appointed a commission in 1784 
to study Mesmer’s methods, and concluded that the effects, if any, 
were due to imagination. “Imagination is everything—magnetism 
nothing.” 


Dr. Charles d’Eslon, one of the few doctors who had remained 
loyal to Mesmer after the skeptical report of the commission, said, 
“If Mesmer had no other secret than he had been able to make the 
imagination exert an influence on health, would he not still be a 
wonder doctor? If treatment by the use of imagination is the best 
treatment, why do we not make use of it?” With these wise words, 
d’Eslon laid the foundation of modern psychotherapy. But his advice 
was not heeded by his fellow practitioners who continued bleeding 
and purging their neurotic patients. 


The scathing criticism of the commission thoroughly discredited 
Mesmer’s teachings, and he left France bitterly disappointed. The 
rest of his life was uneventful from an historical point of view. He 
died in 1815, almost forgotten, at the age of 81. Mesmer’s methods 
were taken up by laymen who organized a number of Societies of 
Harmony. A retired artillery officer, Armand Chastenet, the Mar- 
quis de Puységur, made the discovery of artificial somnambulism. 
He had “magnetized” the trees on his estate, and when his patients 
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approached a tree, they were “magnetized” and went into the 
trance state. In 1874, a fourteen year old boy, Victor Race, obeyed 
all of Puységur’s orders while in the trance state, and recovered 
from his complaints, without developing a “crisis” in the orthodox 
Mesmerian fashion. When he awoke, he could not recall what had 
happened. What was more interesting was that while he was in the 
trance state, Victor could diagnose other patients’ illnesses. It soon 
became the fashionable mode for each magnetist to have his own 
“lucid somnambulist” who would make the diagnosis for him. 


John Elliotson (1791-1868) was the Professor of Theory and 
Practice of Medicine at London University. He had introduced the 
stethoscope to his colleagues in Great Britain and was the author 
of a popular textbook on Human Physiology. He became involved 
in Animal Magnetism in 1837, was severely ridiculed and asked 
to resign his professorship. Nevertheless, he never gave up the 
practice and published a journal, THE ZOIST, in which he and 
Dr. James Esdaille described many examples of painless surgery 
while the patient was in the trance state. In 1842, Ward amputated 
a leg of a mesmerized patient but the profession lost interest after 
chloroform became available, in 1847. 


James Braid, a successful Manchester surgeon, believed that 
the first Mesmeric seance which he witnessed in 1841 to be a 
“humbug”. However, he returned to reexamine the evidence and 
convinced himself that the phenomenon of the trance state was 
genuine. Braid stated that the “magnetic fluid” was a myth, and 
developed a physiological explanation for what he later called 
“hypnosis”. The trance state, he believed, was the result of eye 
fatigue from fixating the gaze upon a bright object. His book, 
Neurpynology or the Rationale of Nervous Sleep, was pub- 
lished in 1843, and attempted to prove that hypnosis had 
nothing in common with the animal magnetism of Mesmer. In 
1860, the year before he died, Braid’s essay on hypnotism (Braid- 
ism) was sent to his friend, the Professor of Surgery at the Univer- 
sity of Paris, Dr. Alfred Armand Velpeau, to read before the French 
Academy of Science. In the audience was a provincial student from 
Nancy who later became a country practitioner. This young doctor, 
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Ambroise Auguste Liébault, told his thrifty peasants that he would 
hypnotize them free of charge, but if they asked for medicine, he 
would have to ask for a fee. The result was that he hypnotized most 
of his patients, and made the startling discovery that the secret of 
hypnosis was “suggestion”. “All one had to do”, said this country 
practitioner, was “to get the patient to look at your eyes or finger 
and to quietly tell him that he is getting drowsy”’, and soon the trance 
state would follow. Liébault was attacked by his colleagues as being 
even “madder than Mesmer’”’ but he went on hypnotizing his patients, 
His only book, Sleep and the States Analagous to it, sold 
only one copy, but it attracted a great pupil. He was Hyppolyte 
Marie Bernheim, the Professor Medicine at Nancy. Bernheim be- 
came the most famous hypnotist of his time, and among the students 
who flocked to his clinic, was Freud. Bernheim also insisted that 
hypnosis was nothing but induced sleep and that the entire explana- 
tion lay in the word, “suggestion.” His book, De La Suggestion 
(1884) is still considered to be one of the best on the subject. But 
the doctors had more exciting news to pay attention to. Koch had 
discovered the tubercle bacillus in 1882; Pasteur’s victory over 
anthrax occurred in 1883. Gafiky had isolated the typhoid bacillus 
and Loeffler described the bacillus of diphtheria in 1884. Bernheim 
had more to offer the medical profession than the therapeutic effect 
of the trance state. He taught all who listened that the trance was 


itself the result of suggestion and suggestion was just as effective in 
the normal waking state. 


The world’s greatest neurologist, Jean Martin Charcot had a 
different opinion. Hypnosis, he insisted, was an induced artificial 
neurosis closely related to hysteria. Charcot’s assistants at the Sal- 
petriere trained a dozen patients to prove that the Master was correct. 
The country practitioner, Liébault, and Bernheim had hypnotized 
thousands to prove that hypnosis was a normal phenomenon which 
could occur in the average person. Freud also studied with Charcot 
and translated both his and Bernheim’s publications. 


In 1882, Charcot presented a paper on hypnotism before the 
French Medical Academy. It was an historic occasion because the 
Academy had three times rejected the validity of hypnotic phe- 
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nomena. In time, Bernheim’s opinion won out, but it was an empty 
victory. After Charcot died in 1893, the interest in hypnotism waned, 
was ridiculed, and died out altogether. It became unfashionable and 
cautious doctors refrained from practicing such dubious procedures. 
Suggestion, like Animal Magnetism, had run its course. It was 
devoid of any definite, systematized psychopathology, and the medi- 
cal world waited for a new idea. 


It came at the turn of the century in the form of Freud’s teach- 
ings. He began by using hypnosis, like his teacher, Bernheim, but 
when Freud dropped hypnosis to develop the technique of “free 
association’’, “the baby was thrown out with the bath water.” It took 
two World Wars to prove that hypnosis still was a valuable thera- 


peutic procedure. 


The present era in hypnosis begins with the work of such in- 
vestigators as Hull, Williams, Wells, LeCron, Kline, Guze, Weitzen- 
hoffer, Brenman, Gill, Pattie, White, Erickson, Wolberg, Raginsky, 
Eysenck, Lindner, Schneck and Rosen, Stolzenberg, Watkins, and 
Kroger. The Society for Clinical and Experimental Hypnosis was 
organized by Dr. Schneck in 1949. Since then, there has been a 
continual increase in the number of devoted, well trained workers, 
several excellent new texts, and hundreds of good papers have been 
published. Hypnosis has come again; this time to stay. As the astute 
Pierre Janet has stated, “It is not everything, but hypnotism counts 
for something after all.” 


What about our present conception of hypnosis. Just as Mesmer 
could not conceive of hypnotism, Charcot could not think in terms 
of suggestion, and Bernheim could not dream of hypnoanalysis. 


Modern hypnosis makes relatively little use of the authoritative 
approach in which the hypnotist “orders” the patient to go into the 
trance state. The present day hypnotist utilizes age-regression tech- 
niques and revivication, automatic writing and drawing, parallel ex- 
perimental neurosis, symptom-substitution, crystal gazing, suggested 
dreams, acting out of phantasy, intensification, and recognition of 
emotions, and abreactions against key figures. 
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Hypnosis was developed by doctors to help patients; it belongs) 
to medicine. Our courageous medical forefathers have made great) 
personal sacrifices to bring it to the attention of the medical pro) 
fession. The least we can do is to honor their memories, and to p. 
deeply appreciate the healing gift which they have handed down * 


to us. 


See) 
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CLINICAL USE OF DRUGS IN INDUCTION 
AND TERMINATION OF THE HYPNOTIC STATE’ 


Irwin Rothman2 


Introduction 


The use of drugs as an aid in producing and deepening the 
hypnotic state in selected resistant patients seems to be highly de- 
sirable and clinically justified to this writer after approximately five 
years of using these agents in office and hospital practice. It has 
long been recognized in the literature(1,2,3) that with proper selec- 
tion of drugs and procedure the time necessary for induction is 
greatly reduced. The speed at which greater depths are reached is 
markedly increased. The writer would like to discuss the compara- 
tive merits of intravenous amobarbital, pentobarbital, and thiopental 
sodium; intravenous azacyclonal (Frenquel) hydrochloride, intra- 
venous promazine (Sparine) hydrochloride; and intramuscular 
chlor-promazine (Thorazine) and intramuscular amobarbital. Vola- 
tile agents such as trichlorethylene, carbon dioxide and ether have 
been infrequently used by the writer—only experimentally or when 
for some reason the intravenous agents, which seem the fastest and 
most adequate, were not feasible. 


Medicines by mouth, such as secobarbital, 14 to 3 grains, pen- 
tobarbital, 114 to 3 grains, and other barbiturates; the phenothiazine 
derivatives such as chlorpromazine, 50 to 100 mgm, promazine 
hydrochloride, 25 to 100 mgm., and other tranquilizers such as 
mephenesin and meprobamate (Equanil or Miltown), 400 to 800 
mgm., also seem to have a place as adjuncts to hypnotherapy in this 
writer’s opinion. There has as yet been no report in the literature 
of the facilitation of hypnotism by the tranquilizers. This seems 
strange in view of their known potentiation of narcotic drugs and 
anaesthetics, especially the reaction of chlorpromazine which seems 


‘Presented at the Workshop in Clinical and Experimental Hypnosis, sponsored by the 
Institute for Research in Hypnosis and Long Island University at the New York 
Academy of Science, October, 1956. 

2(Fellow of International Association of Anesthesiologists) ; Lecturer in Experimental 
Neurology and Psychiatry, University of Pennsylvania; Chairman, Department of 
Neurology and Psychiatry, Delaware Valley Hospital. 
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particularly useful in the writer’s experience as an aid to producing 
hypnosis. The use of some of the following analeptic agents and 


& 


E 


sympathomimetic drugs intravenously, amphetamine, 4 to 2 cc., 
d-desoxyephedrine hydrochloride, 1 to 3 cc., caffeine and sodium | 


benzoate, 71 grains or 2 cc., or 144 to 3 grains (1 to 2 cc.) of 
Metrazol (pentamethylene tetrazol) can help counteract any drowsi- 
ness occassionally produced by the barbiturates, and also to help 
increase the effect of posthypnotic suggestions seems highly desirable 


to the writer. The most effective of these agents is 114 to 3 ce. of | 


intravenous d-desoxyephedrine hydrochloride. The amount varies 


with the amount of narcosis present and how much it needs to be | 


counteracted. 


The Barbiturates Intravenously 


The best of the barbiturates for this purpose by far seems to 
be amobarbital sodium. It has a great sedative and a slight euphoric 
effect on the patient. In this regard it must be recalled that it seems 
to be the most effective intravenous barbiturate in alleviating tem- 
porarily the symptoms of catatonic schizophrenia. It is also the 
barbiturate most likely to cause EEG changes. The duration of its 
action is not long. Dosage ranges from 114% to 15 grains intrave- 
nously. Three and three-quarters to 71 grains usually is adequate. 
11% grains of chlorpromazine is also used. The smallest doses seems 
preferable, and they can be repeated at other sittings if necessary 
for more effect. These doses can be dissolved in a 10 or 20 cc. 


syringe. An eccentric syringe which will lie flat is preferable, with a | 


5/8, 34 or 1 inch 23-gauge needle. The median basilic vein in the 


antecubital fossa or the dorsal metacarpal vein in the back of the | 
hand are usually used. Injection should be made slowly, and the | 


patient’s attention and rapport are helped by hypnotic suggestions. 
The writer uses eye closure in response to suggestion and “gravita- 
tion”, or the response to the reiteration that the outstretched hand 
and arm are becoming heavy and dropping down as objective signs 
that hypnotic response is occurring. (Three and three-quarter grains 
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of amobarbital intravenously is much more potent in producing 4 


gravitation response in a deepening process than is even 100 mgm. 
of Sparine intravenously. In addition, the intravenous Sparine pro- 
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duces a marked hypotensive effect in many ambulatory patients. ) 
The Vogt fractionation method is used to condition the patient while 
he is in a drowsy, narcohypnotic state. The patient is repeatedly 
hypnotized, awakened and rehypnotized and taught to respond to 
some set code or conditioning so he will be hypnotizable without the 
injection the next time. Here the writer finds helpful the use of gravi- 
tation with the eyes watching the fingernails of the hand as it goes 
down. It is suggested that the eyes will close with the conditioning 
stimulus word or words. A smaller and smaller dose of drug can 
be used with succeeding attempts or sittings. It has been pointed out 
that when successive injections are necessary the hypnotic state is 
longer each time, the value of suggestions are strengthened, and the 
hypnosis can be induced by smaller doses. The Vogt method and 
conditioning is not necessary when the drug agents are used by 
anaesthesiologists. As advocated in balanced psychoanaesthesia (Ra- 
ginsky) 25-80% less anaesthetic may be necessary(4,5). 


Intravenous Frenquel was used with a patient and compared 
with intravenous amobarbital in the same patient. Up to 10 cc. of 
Frenquel was used intravenously, with the usual subjective response, 
that it seemed without effect as compared with amobarbital. Object- 
ive clinical observations were similar. 


Toxicity 


There appear to be no clinical contraindications to intravenous 
amobarbital. Hypertension and cardiovascular disease, age, and so 
forth do not seem to contraindicate its use in recommended amounts. 
Dermatologic or neurologic phenomena occasionally seen with other 
forms of barbiturate use are exceedingly rare. Horsley mentions one 
in 3,000 cases and points out that a fatality has never been recorded. 


Vomiting and pharyngeal spasm reported in the literature with 
pentothal were not seen with amobarbital. In approximately five 
years of clinical use, none of these effects has been seen with amo- 
barbital used as directed for producing hypnosis, nor has any bar- 
biturate idiosyncrasy shown itself. 
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Inhalation Methods 





As previously stated, the writer has only infrequently used in-§ 
halation methods, usually when intravenous agents were not feasible, § 
and when there was not enough time for intramuscular injection or 
per os medication to take effect. 





Trichlorethylene (Trilene), used in the Duke University in- 
haler or some similar container seems worthy of more clinical trial J 
than this writer has given it. Fifteen cc. of liquid trichlorethylene is 7 
loaded in the inhaler. There is a notched indicator at the base of 
the cylinder which gradually increases the concentration of vapor 
in the inhaled air to a possible 1.3 volumes per cent as it rotates 
from minimum to maximum. The inhaler can be used efficiently and 
safely almost anywhere. 


Ether: Ether can be used to produce a hypnotic state. Open 
drop ether is used for some two to five minutes until a hypnotic 
state is produced, and it is then stopped. Although this method is 
recommended in the literature(6) as giving a desirable emotional 
response and abreaction, there are a great number of practical dis- 
advantages, including the need for an empty stomach, premedication 
with atropine, scopolamine or similar agents, and great excitement 
on the part of the patient, which necessitates having some help to 
restrain him. The great excitement on the part of the patient, and 
loss of contact because of excitement, appear to be the greatest dis- 
advantages to this method in the writer’s opinion. 


Carbon dioxide—oxygen: A 30% COz and 70% Oz mixture 
as advocated by Meduna(7) in a special machine may be used to 
produce an anesthetic effect from the carbon dioxide. Usually eight 
to twelve respirations are supporsed to have sufficed; the writer 
has often had to use many more respirations in resistant patients, 
and this method did not seem too successful in the limited use it has 
had in his hands. It also did not seem too effective for its originally 
recommended usage to relieve anxiety or help stammerers. Few pa- 
tients could be prevailed upon to take the requisite number of treat- 
ments advised by Meduna. 
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j Nitrous oxide, in a ratio of 45% gas to air, preferably regu- 
FE ? y 1 


nl lated by the patient and requiring about 20 breaths, is a highly rec- 





ble, | ommended method by many dentists. The writer feels the need to 
or), mention it even though he has had no personal experience with it 
' because it is so convenient for the dental office and because so many 
dentists seem to think highly of it(8). 
a . Ataraxics 
is Penothiazine derivatives have not been mentioned in the litera- 
of ture as aids in producing hypnosis. Yet chlorpromazine (Thorazine) 
or | used in doses around 100 mgm. quiets a patient who is otherwise 
tes | too upset to be reached. It seems to have a synergistic effect with 
nd hypnotism. The potentiating effect of these agents with barbiturates 
' and narcotics has long been a matter of record. The facilitation of 
: induction of anesthesia is also well accepted. 
F 
- Meprobamate (Equanil or Miltown) seems to work possibly 
i because, despite frequent denials of the drug companies, it does have 
al a hypnotic effect similar to phenobarbital. Apparently this effect 
3 includes cortical depression in addition to the subcortical action 
all which is most frequently postulated as the reason for the effect of 
i ' these medications. In a recent double blind study(9) comparing it 
ail with phenobarbital and four other hypnotic agents, it was the most 
d | closely comparable to phenobarbital. Doses of 400 to 800 mgm. are 
ie used, and it appears much more effective than Mephenesin both as a 
' hypnotic aid and as a psychopharmalogic measure. 
; 
i Combinations of Drugs 
o | Combinations of various agents discussed are possible and often 
tt |) helpful. The writer most frequently uses oral chlorpromazine or 
r |} meprobamate with intravenous or intramuscular amobarbital. Anoth- 
5 | er combination that works well is the use of intravenous amobarbital 
s | and a small amount of d-desoxyephedrine hydrochloride in the same 
y — syringe, amply diluted so that a cloudy precipitate does not form. 
This mixture promotes close rapport and is especially good in the 
hostile, suspicious patient who is difficult to hypnotize. The hypnotic 





depth obtained usually seems to be light, and the patient is alert and 
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anxious to speak. Later on amobarbital alone can be used. The mix. 
ture can be used narcoanalytically to facilitate hypnosis at a later 
date, if desired. This mixture, in combination with hypnosis, facili- 


tates free association and recovery of repressed memories by its | 


effective lowering of inhibitory thresholds. 


Suggestions for Further Research 


The writer is now working with $.K.F. 4267, which is not yet | 


on the market, an experimental aliphatic compound with meproba- 
mate and mephesin-like properties but without the side effects, to 
determine if it will be helpful in producing the hypnotic state. 


Promethazine (Phenergan) is now available intravenously, It 
has been used as a sedative and also potentiates anesthesia. It seems 
worthy of clinical trial but is probably too long acting for office use. 


Some additional agents which seem worthy of more clinical 
and experimental trial are: 


1. D-tubocurarine chloride—the writer has used 14 cc. of a 


3 mgm. per c.c. solution (1.5 mgm.) intramuscularly for 
muscle relaxation to facilitate hypnosis. 


2. Intravenous reserpine seems worthy of more trial—Oral 
reserpine may be too slow acting. 


3. Intravenous Ritalin (methyl-phenidylacetate hydrochloride, 
Ciba) is not yet on the market but may be obtained for 
investigational purposes from Ciba. (to be used similarly 
to d-desoxyephedrine hydrochloride) 


The sites of action of the drugs used, and their relative ability 
to produce the hypnotic state should be experimentally validated. 


This will help to throw light on the areas of the central nervous 
system involved in hypnosis. 
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THE REALITY OF HYPNOTIC PHENOMENA 
A CRITIQUE OF THE ROLE PLAYING 
THEORY OF HYPNOSIS* 


Clarence Leuba—Antioch College—Yellow Springs, Ohio 


Are the phenomena produced by the hypnotist in his subjects, § 
genuine and real, or are they merely assumed and alleged? For § 
instance, does the subject really experience sensory conditioning F 


and does he really hallucinate the odor creosote when he hears a 
bell to which the odor of creosote has been conditioned? Is his leg 


really paralyzed and his hand anesthetised, after these disabilities § 


have been suggested to him? And is he really deaf and blind after 
these have been suggested? Does he really have an irresistible im- 
pulse posthypnotically to close the window? Or is he playing a role 
and striving to produce these phenomena in order to please the 
hypnotist by doing what he thinks the hypnotist wants of him? Are 
hypnotic phenomena due essentially to the development of a particu- 
lar effective relationship between the hypnotist and his subject or 
are these phenomena the direct and genuine result of the total situa- 
tion in which the subject finds himself? 


These are basic questions and we need to return to them until 


more general agreement can be reached than we have at the present 


time. We may need to restate them in such a way as to focus research 
on really crucial issues. 


Most students of hypnosis might prefer not to take one side 
or the other when opposing answers to the question of the reality of 
hypnotic phenomena are stated in a clearcut and extreme fashion. I 
suspect that many, perhaps most students of the subject would be 
inclined to say: my own experience and the experiments performed 
to date, lead me to feel that some phenomena—like anethesia in 
some subjects undergoing surgery—such as those who are naive re- 
garding what to expect under hypnosis—are genuine; other phe- 
nomena—deafness in one ear, blindness in one eye, negative after 


* A revision of a paper read at the annual Scientific Meeting of the Society for Clinical 


and Experimental Hypnosis, October 26th, 1956, The New York Academy of Science, 
New York City. 


32 


boone 





imag 


may 
nosis 
us al 
subs 
a hy 
the | 
the 

gent 
to t 
and 
idec 
of Ss 
pati 
we 


nos! 


non 


ma 
stin 


of 

cif 
cel 
fid 
tio 
da 
on 
fo: 
sti 


ho 
























The Reality of Hypnotic Phenomena 
A Critique of the Role Playing Theory of Hypnosis 





images 


may be merely pretended or alleged; and some subjects 
may be just playing a role the whole time. These students of hyp- 
nosis might add: these apparently purely alleged phenomena puzzle 
us and cast doubt on the genuineness of other phenomena; they give 
substance to the contention that the subject is just acting as he thinks 
a hypnotized subject is supposed to act and in a manner to please 
the hypnotist. Most of us are somewhere along a continuum from 
the skeptics who feel that few of the hypnotic phenomena are 
genuine and most are merely alleged to please the hypnotist, 
to those who feel that most of the phenomena are genuine, 
and the direct result of the operation of such principles as 
ideomotor action and conditioning. The controversy has many points 
of similarity with that once waged over hysterical symptoms: is the 
patient really paralyzed or is he just malingering? I suspect that 
we might learn much that is pertinent to an understanding of hyp- 
nosis, from a review of that controversy. I will return to it presently. 


It would be well to remember that most, if not all the phe- 
nomena of hypnosis appear occassionally—some of them frequently 
—as real and genuine events in everyday life. What the hypnotist 
may be doing is to establish circumstances in which under proper 
stimulation, those phenomena may again appear. 


It is possible that the induction of hypnosis and the phenomena 
of hypnosis are the results of normal learning processes; more spe- 
cifically, the subject in the usual methods of induction, first learns 
certain procedures for relaxing, concentrating and developing con- 
fidence in the hypnotist; and secondly how to produce the conven- 
tional phenomena of hypnosis in so far as he does not from every 
day life already know how to do so. In some subjects there may be 
one trial learning; in others, the learning may take many sessions; 
for some subjects adequate learning may never take place; and in 
still others, some phenomena are learned whereas for other phe- 
nomena only a pretense is made of having learned them. 


In this learning process, the hypnotist may be cast in the role 
of an instructor or possibly of a helper. The subject may be said 
to be learning to hypnotize himself. Learning will occur more quick- 
ly, of course, if the hypnotist has prestige and is well liked and if 
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the subject has other favorable attitudes toward him, such as cop. 
fidence in him, and if the surroundings provide a minimum off 
distraction. None of these conditions are essential, however; all tha! 
is perhaps essential is that the subject follow directions. He may bh) 
motivated to do so in any one of a number of ways: from a desire 
to experience hypnosis, or to please the hypnotist, or from fear of 
inability to resist the hypnotist, or from a combination of these or) 
other motives. 


mis 


In the conventional methods for inducing hypnosis, the subjeqf 
learns how to relax, to let himself go, to give up his usual contro) 
over his own actions, to concentrate on whatever the hypnotist asks 
him to concentrate on, and to have confidence that whatever the 
hypnotist says will happen, actually does happen. Especially if the 
hypnotist is skillful and has the proper reputation, the subject may 
learn all these things to perfection in the first session—some he may 
already know how to do; some subjects may require a number off 
sessions to learn them; and many will tax the patience of the hyp/ 
notist and not learn them thoroughly even after many sessions. For! 
most people, it requires a reversal of long established everyday life} 
attitudes to give up self direction and to apparently turn oneself over 
completely to the direction of another person, no matter how re 
spected and trustworthy he may be. 


bes 


al 


pee 


With regard to the phenomena of hypnosis, it is well to recall, 
as previously suggested, that most, if not all of them occur under 
certain circumstances in everyday life and that most people have| 
experienced them repeatedly. Absorbed in vivid reveries, and tem: 
porarily oblivious of his surroundings, a person may experience his 
reveries, at least momentarily, as real; and a sleeper may have 
hallucinations in his dreams, the soldier may not feel the cu 
in his arm until combat is over, the lady of leisure may blow up her 
sensitivity to minor aches out of all proportion, she becomes hyper 
sensitive—the scared child may be rooted to the spot and unable 
to move, his legs are truly paralyzed; and a person may be truly 
unable to remember the name of a disliked acquaintance. Under 
more abnormal circumstances, a person may more or less succes* 
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fully develop some or all of these phenomena as hysterical symptoms 
—again without the help of hypnosis or of a hypnotist. 


It would be rash indeed to suggest that present knowledge is 
adequate to explain how these phenomena are produced; but it 
seems safe to assert that both in everyday life and in hysteria, they 
can be genuine. Possibly, studies of the circumstances in everyday 
life, as well as of those in hysteria and hypnosis, favorable to the 
production of these phenomena, might shed light on their causes 
and perhaps relate them to well known principles of perception, 
learning, and forgetting. 


What are some of these circumstances? A person in everyday 
life may be paralyzed if during a strong motor conflict antagonistic 
muscles are innervated strongly and in close succession; they battle 
against each other and no motion results. There may be the same 
outcome—paralysis—if a person has a sufficiently defeatist attitude 
and relaxes the muscles involved in making a movement instead of 
tensing them. As long as he has this attitude of giving up, and muscles 
consequently relax instead of tensing, he may be genuinely para- 
lyzed. If the defeatist attitude is associated with giving up and re- 
laxing, no movement may be possible as long as that attitude 
prevails. 

The circumstances favorable to hallucinations in everyday life 
are well known: vivid concentration on certain memories and ex- 
clusion of sensory data, as in night dreaming. This exclusion may 
occur because of the relative absence of environmental stimuli or 
the intensity of concentration on the imaginative world, or a com: 
bination of both. 

It might be profitable to examine whether these same circum- 
stances which produce genuine paralyses and hallucinations, and 
other hypnotic phenomena in real life are also the ones instrumental 
in producing those phenomena under hypnosis. 

Studies of the development of voluntary control of movements 
in the young child might also be pertinent for an understanding of 
control over such movements in hypnosis. The evidence already at 
hand suggests that the child learns control of a movement by con- 
ditioning it to an appropriate symbol, usually to words; or, in an 
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older terminology to ideas as in ideomotor action. The appropriate 
words, either said or thought, may be required in order to produce a 
voluntary movement. Relaxation and the absence of movement may 
be conditioned to a different set of words. If the hypnotized subject 
is convinced that he cannot move and consequently harbors only the 


symbols associated with non-movement, he may be genuinely in. § 


capable of movement. 


There are, of course, limits to what a person can learn; and 
those limits probably apply to the hypnotic state as well as to the 
normal one. I know of no unequivocal evidence, for instance, that a 
subject under hypnosis can perform a mental or physical operation 
that he could not perform under optimal normal circumstances. | 
doubt whether a person, either in every day life or under hypnosis, 
could become functionally blind in only one eye, or deaf in only one 
ear; or that he could experience negative after images imaginatively 
if he had not experienced them first in actuality. On the other hand, 
to be quite vague about, or to be even totally unaware at times of 
the data furnished by both eyes or both ears is quite possible in 
everyday life, as also under hypnosis, and may be equally genuine 
in both. 

It should be evident that I am not suggesting that all hypnotic 
phenomena are genuine; I am only suggesting that the phenomena 
which can be learned and produced in everyday life and are genuine 
there, can presumably, when conditions are made appropriate under 
hypnosis, be equally genuine there also. Some of the things that a 
hypnotist may request from his subject may be impossible for him 
to do. In this category I would be inclined to include, in addition to 
the phenomena already mentioned, complete age regression. In this 
instance, the subject may be only able to play a role; he acts like a 


child of four as best he can—and some can do this much better than 
others. 





In one sense it is true that the hypnotized subject is always 
playing a role; for the time being, he is taking a part which is dif- 
ferent from his ordinary distractible critical self. But to say that he is 
playing a role may nevertheless be misleading if it implies that he is 
only pretending to assume the characteristics expected of him under 
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hypnosis. Even when the hypnotist demands things of him of which 
he is incapable, like becoming a babe, he may become genuinely 
immersed in the part expected of him; and really feel, no matter 
how mistakenly, that he is actually an infant again. If he can be said 
to be involved in a role, he may be genuinely living that role as best 
he can with his adult body and his adult background of experiences. 
This situation may not be unlike that found sometimes in the best 
stage acting; Gary Cooper reports that in preparing for his famous 
role as Sgt. York, he became so immersed in the life and times of 
Set. York that, in the film of that name, he felt he temporarily aban- 
doned his identity as Gary Cooper and actually was Sgt. York. As 
he put it: “I was Sgt. York”; and so in the case of age regression, 
it is possible that the subject will genuinely feel—albeit mistakenly 
in many ways—that he is an infant again and acting and experi- 


encing the world as one. 


Some of the sceptics seem to forget that it is no longer con- 
sidered evidence against the genuineness of hysterical symptoms 
that they may disappear quite suddenly when it is made definitely 
and emotionally disadvantageous to have them. It is now realized, 
for instance, that when an hysterically paralyzed patient walks from 
his bed in case of fire, it does not indicate necessarily that he was 
malingering. The paralysis may have been genuine as long as the 
patient was convinced that he could not move: the fire convinced 
him otherwise, and then he could move. As long as the hypnotized 
subject has the proper convictions and attitudes, his disabilities may 
be real and genuine. 


In the hysterical patient there is a powerful drive to concentrate 
upon the reality of a useful disability and to exclude contradictory 
or distracting aspects of the environment. In inducing an hypnotic 
state, conducive to the phenomena of hysteria, it is the hypnotist who 
has somehow to narrow and concentrate his subject’s attention and 
diminish distractions. There must be concentration on the ideas 





presented by the hypnotist and with a minimum of counter—or 
critical—thoughts; and a belief that what the hypnotist says will 
happen, can actually happen, and will happen. In other words, there 


must be a set or attitude to accept the hypnotist’s statements com- 
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pletely and uncritically. In hysteria, on the other hand, the set to : 


believe that something will actually occur, is established by the 
powerful desire that it occur. 


I have not attempted a critical discussion of all the considera- 


tions advanced in support of the hypothesis that hypnosis merely 
involves role playing by the subject. My aim has been to suggest 
rather in what rather limited ways this conception of hypnosis may 
be true and in what more numerous ways, misleading. It has been 
emphasized that most, if not all, hypnotic phenomena occur fre- 


quently in everyday life—as well as occasionally as hysterical | 


symptoms—in non-hypnotized persons; and that they appear as 
genuine, rather than pretended, phenomena and not when people 
are assuming roles. Certain phenomena may be impossible for 
most people to produce even under hypnosis; and that when these 
phenomena are demanded by the hypnotist, the subject, if he has 
no deep serious objections to them, may act as best he can as though 
he had them, and even become so immersed in them that they 
seem real to him. This kind of role playing need not cast doubt on 
the genuineness of other phenomena, occuring according to such 
familiar principles as those of conditioning, ideomotor action, or, 
in the case of amnesia, of retroactive inhibition. 
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AN UNUSUAL CONVERSION REACTION DURING 
THE INDUCTION OF HYPNOSIS 


Jerome M. Schneck, M. D. 


Several years ago there was published a brief report on a minia- 
ture conversion reaction during hypnotic induction(1). A 29-year- 
old patient, experiencing hypnosis for the first time, extricated him- 
self from initial movement into a hypnotic state, and during 
repetition of induction found himself unable to close his eyes 
voluntarily despite repeated efforts. Some functions served by this 
type of conversion reaction in such a setting were discussed in the 
previous report. This phenomenon had been encountered for the 
first time following several thousand hypnotic inductions involving 
other patients and subjects. 


Now, for the second time, this conversion reaction, evidently 
rather unusual, has been observed in a patient. Again it appeared 
suddenly after absence in any of a few thousand inductions among 
many patients and subjects. A 27-year-old patient in psychiatric 
hypnotherapy had effectively entered a hypnotic state on initial in- 
duction with a two-stage hand levitation technique(2). At her second 
induction she started to enter a hypnotic state, yet her eyes did not 
close. She attempted voluntary closure unsuccessfully and then ex- 
tricated herself from the procedure. This startled and perplexed her 
and she was unable to explain it. Following casual reassurance the 
hypnosis was repeated and, without difficulty or effort, she responded 
favorably. There was no intention of investigating her reaction thor- 
oughly because it would have been inconsistent with the type of 
therapeutic efforts deemed desirable at the time. She was told, how- 
ever, that during this hypnosis she might gain some clue as to the 
significance of her reaction. Following termination procedure the 
patient related that she had the peculiar experience, during the 
hypnotic state, of feeling that as her body maintained its customary 
position, seated in the chair and facing the therapist, her face felt 
as if it had turned sideways, to the right, looking away from the 
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therapist. She assumed her head might actually have turned, but, in 
fact, it had not. This type of occurrence is one of a large variety of 


sensory and motor phenomena encountered often in hypnosis work 
(3,4 ) ° 


During a third hypnosis at a later date the patient again en. 
countered no difficulties. She reported afterwards that while her§ 
eyes were closed during the hypnotic state she experienced a con. 
current feeling that they were actually slightly open. The implica. 
tions of seeing or observing and being observed were apparently 


involved in part for this patient as far as the hypnotic interpersonal 
relationship was concerned. 


The curious, somewhat unusual conversion reaction involves, 
on a neuromuscular level, a disturbance in the efficient reciprocal 
activities of the levator palpebrarum and the orbicularis oculi, with 
its orbital or palpebral components or both. 

Although this phenomenon has been called unusual it should 
be realized that it may easily remain unnoticed. Probably it occurs 
more frequently than is reflected in these isolated reports. 
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